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	 Wave	1	 Wave	2	 	 	
	 Mean	(SD)	 Mean	(SD)	 t	(df)	 p	
Age	in	years	 37.8	(11.45)	 39.7	(11.3)	 -3.344	(1570)	 <0.01	
Years	nursing	 11.5	(10.9)	 11.9	(10.83)	 -0.877	(1538)	 0.38	
	 N	(%)	 N	(%)	 X2	(df)	 p	
Gender	 	 	 	 	
Female	 803	(90.2)	 641	(90.7)	 0.088	(1)	 0.77	
Male	 87	(9.8)	 66	(9.3)	 	 	
Employment	status	 	 	 	 	
Full	Time	 507	(56.9)	 448	(63.0)	 7.496	(2)	 0.02	
Part	Time	 323	(36.3)	 230	(32.3)	 	 	
Casual	 61	(6.8)	 33	(4.6)	 	 	
Position	 	 	 	 	
Assistant	in	Nursing	 12	(1.4)	 15	(2.1)	 6.51	(2)	 0.04	
Enrolled	Nurse	 162	(18.3)	 161	(22.7)	 	 	
Registered	Nurse	 712	(80.4)	 533	(75.2)	 	 	





	 Wave	1	 Wave	2	 	 	
	 Mean	(SD)	 Mean	(SD)	 t(df)	 p	
Nurse/Doctor	Relationships	 2.9	(0.57)	 2.8	(0.60)	 2.015	(1450.2)	 0.04	
Nurse	Management	and	Leadership	 3.0	(0.61)	 2.9	(0.65)	 4.098	(1442.7)	 <0.01	
Staff	Resource	and	Adequacy	 2.4	(0.70)	 2.4	(0.68)	 1.305	(1577)	 0.19	
Nurse	Participation	in	Hospital	Affairs	 2.7	(0.52)	 2.6	(0.58)	 2.345	(1345.04)	 0.02	
Nurse	Foundations	for	Quality	 3.1	(0.44)	 3.0	(0.50)	 3.637	(1253.6)	 <0.01	

























	 Wave	1	 Wave	2	 	 	
		 N	(%)	 N	(%)	 X2	(df)	 p	
Unit	Instability*	 169	(19.1)	 201	(28.3)	 18.7	(1)	 <0.01	
Job	satisfaction	 713	(84.1)	 472	(94.2)	 30.271	(1)	 <0.01	
Plan	to	leave	present	nursing	job	 219	(24.8)	 138	(19.5)	 6.306	(1)	 0.01	














	 Wave	1	 Wave	2	 	 	
	 N	(%)	 N	(%)	 X2	(df)	 p	
Tasks	Delayed	 	 	 	 	
Discharge	planning	 96	(20.0)	 162	(22.8)	 4.018	(1)	 0.05	
Nursing	care	planning	 130	(27.3)	 244	(34.4)	 6.688	(1)	 0.01	
Tasks	Not	Done	 	 	 	 	
Routine	vital	signs		 51	(6.0)	 24	(3.4)	 5.859	(1)	 0.02	
Back	rubs	and	skin	care		 200	(23.5)	 117	(16.4)	 12.064	(1)	 <0.01	
Oral	hygiene		 199	(23.4)	 105	(14.7)	 18.558	(1)	 <0.01	
Preparing	patient	for	discharge		 111	(13.1)	 57	(8.0)	 10.307	(1)	 <0.01	
Comforting	patients		 267	(31.4)	 118	(16.6)	 45.934	(1)	 <0.01	
Documenting	nursing	care		 94	(11.1)	 35	(4.9)	 19.298	(1)	 <0.01	
Care	planning		 172	(20.3)	 91	(12.9)	 15.084(1)	 <0.01	
	 Mean	(SD)	 Mean	(SD)	 t	(df)	 p	
Number	of	tasks	delayed	last	shift	 2.8	(2.78)	 4.2	(3.39)	 -8.824	(1370.6)	 <0.01	
Number	of	tasks	not	done	last	shift	 1.4	(1.79)	 1.1	(1.82)	 3.268	(1504.2)	 <0.01	
SD:	Standard	deviation;	DF:	Degrees	of	Freedom	
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Tasks	delayed	or	not	done	is	an	important	measure	of	nursing	workload	and	is	reflective	of	a	
ward’s	operational	abilities.	Changes	in	the	overall	mean	number	of	tasks	delayed	or	not	
completed	per	shift	between	wave	one	and	two	indicate	that	delayed	tasks	have	increased,	but	
that	the	average	number	of	tasks	not	done	has	fallen	from	1.4	to	1.1	(Table	5).	While	these	
results	indicate	that	there	are	fewer	tasks	not	completed	per	shift,	delays	in	the	provision	of	
patient	care	have	increased	and	on	average	nurses	will	complete	a	shift	with	at	least	one	task	
undone.		
Discussion	
The	present	study	compared	aspects	of	the	practice	environment,	retention	related	factors,	unit	
instability,	and	nurse	tasks	delayed	or	not	done	from	six	hospitals	at	two	time	points	between	
2004	and	2013.	The	results	indicate	that	nurse	perceptions	of	the	quality	of	the	practice	
environment	declined	over	this	period,	while	unit	instability	and	the	number	of	tasks	not	
completed	increased,	with	important	implications	for	staff	retention	and	quality	of	patient	care	
(Roche	et	al.	2015b,	Francis	2013,	Ball	et	al.	2013).	It	is	concerning	that	despite	the	increased	
interest	in	the	practice	environment	and	extensive	study	in	this	area	over	the	past	decade,	
workplace	quality	appears	to	have	decreased	rather	than	improved.	Furthermore,	given	the	
increased	emphasis	placed	on	staff	retention	nationally	by	Health	Workforce	Australia	(2013,	
2012),	who	argued	that	the	projected	nursing	shortage	of	109,490	by	2025	could	be	decreased	
by	80%	with	an	enhanced	focus	on	retention,	improving	the	practice	environment	should	be	a	
key	priority.	This	is	the	first	study	to	examine	changes	in	these	factors	over	time,	and	indicates	
the	need	for	improvements	in	practice	environment	at	the	unit	level.	We	argue	that	nurse	
managers	and	executives	have	a	key	role	to	play	in	driving	the	necessary	change.	
The	results	demonstrate	changes	in	nurses’	perceptions	of	the	quality	of	the	practice	
environment	over	time.	In	particular,	there	were	overall	decreases	in	the	quality	of	nurses’	
relationships	with	doctors,	nurse	management	and	leadership,	nurse	participation	in	hospital	
affairs	and	nurse	foundations	for	quality	care.	Nurse	managers	have	a	key	role	to	play	in	
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improving	the	practice	environment	through	effective	leadership.	Good	leadership	is	linked	to	
greater	job	satisfaction	and	reduced	turnover	intention	in	nursing	staff	(Duffield	et	al.	2011b)	
and	is	also	associated	with	increased	satisfaction	and	reduced	negative	outcomes	in	patients	
(Wong	&	Cummings	2007).	It	entails	promoting	good	communication	practices	between	nurses	
and	other	healthcare	staff,	fostering	nurse	engagement	and	participation	in	the	operation	of	the	
hospital,	facilitating	high	quality	nursing	care	through	setting	of	standards	and	continuity	of	
care,	and	ensuring	appropriate	staffing	and	skillmix.	The	different	patterns	of	scores	on	the	PES	
domains	across	the	hospitals	included	in	this	study	suggest	that	some	of	these	aspects	are	being	
attended	to	in	some	settings,	but	somewhat	inconsistently,	highlighting	the	need	for	managers	
to	be	sensitive	to	the	particular	issues	within	their	area	of	responsibility	in	order	to	focus	their	
efforts	appropriately.		
Staffing	and	resource	adequacy,	which	relates	to	staffing	levels	and	mix,	time	spent	with	
patients	and	patient-orientated	collaboration	with	colleagues	was	the	only	PES	domain	to	
remain	stable	but	also	the	only	domain	to	score	poorly/negatively.	Whilst	this	factor	appeared	
to	have	remained	stable	over	the	ten-year	period,	the	wide	variation	across	hospitals	indicates	
that	this	is	not	the	case.	This	is	an	important,	unit	specific	area	that	can	greatly	affect	patient	
safety,	nurse	satisfaction	and	nurse	well-being	(Duffield	et	al.	2011a,	Estabrooks	et	al.	2005).	
The	Global	Financial	Crisis	(GFC)	may	have	impacted	nurse	staffing	decisions	resulting	in	poor	
scores	across	this	domain,	with	the	resulting	fiscal	restraint	potentially	remaining	a	serious	
issue	for	many	facilities	and	their	managers,	particularly	nurse	managers.	Nonetheless,	nurse	
managers	must	continue	to	advocate	for	appropriate	staffing	in	order	to	maintain	a	positive	
work	environment	and	quality	patient	care.	It	is	the	responsibility	of	nurse	executives	to	then	
consider	the	body	of	evidence	that	supports	this	advocacy	in	order	to	address	the	issue.	
However,	staffing	and	resource	adequacy	are	highly	susceptible	to	executive	and	organisational	
turnover	and	change,	and	frequent	changes	to	executive	and	management	positions	have	been	
noted	in	previous	Australian	research	(Duffield	et	al.	2011c).	Different	executives	have	differing	
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foci	and	priorities,	many	of	which	are	only	partially	addressed	or	pending	when	another	round	
of	executive	turnover	occurs.	As	this	‘churn’	of	executive	turnover	spirals	upwards	(Duffield	et	
al.	2011c),	it	is	nursing	unit	managers	(line	managers)	who	must	again	advocate	for	appropriate	
staffing,	and	also	make	the	best	decisions	they	can	for	patient	safety	with	the	staff	they	have.		
The	elevated	unit	instability	reported	by	nurses	within	the	present	study	may	be	influenced	by	
this	executive	turnover.	Unit	and	hospital	restructuring	is	often	the	result	of	high-level	change	
and	consequent	change	in	priorities.	It	poses	significant	issues	for	nurses	who	may	have	little	
option	but	to	accept	forced	relocations	and	shift	changes	unless	they	wish	to	change	employers,	
which	is	not	possible	in	small	or	regional	areas.	Nurses	of	all	positions	and	levels	of	experience	
are	affected	by	organizational	change	and,	importantly,	unit	managers	may	also	experience	
feelings	of	insecurity	as	a	consequence	of	the	rise	in	unit	instability.	To	create	a	stable,	positive	
work	environment	they	themselves	must	feel	supported	in	their	role	by	the	executive	team	(Van	
Bogaert	et	al.	2014),	a	difficult	task	if	these	executives	also	continue	to	change.	If	nurse	
managers	are	to	enact	and	maintain	positive	work	environments,	then	they	too	need	
appropriate	support	and	organizations	need	to	ensure	this	is	a	prime	consideration	during	
organizational	restructure.	
The	practice	environment	includes	nurses’	views	of	nurse	management	and	leadership.	A	
negative	perception	is	a	potential	result	of	either	nurse	managers	failing	to	provide	adequate	
staff	support	or	nurse	managers	themselves	being	inadequately	supported.	Again,	strong	
leadership	is	in	serious	need,	especially	in	light	of	the	increase	in	workplace	instability.	Like	the	
visibility	and	accessibility	of	healthcare	executives,	who	as	they	become	known	may	inspire	
confidence	and	security	to	unit	managers,	so	too	these	characteristics	in	a	unit	manager	
enhance	team	spirit	and	demonstrate	interest	and	awareness	of	the	unit’s	operations	(Duffield	
et	al.	2011b).	Strong,	visible,	leadership	can	promote	unity	and	improve	interaction	amongst	
staff,	which	is	important	as	workplace	conflict	is	a	major	source	of	occupational	stress	that	leads	
to	reduced	psychological	wellbeing	and	increased	turnover	intention	(Lenthall	et	al.	2011).	
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Building	team	unity	is	especially	important	during	times	of	instability	to	assuage	rising	tensions	
and	declining	morale.	
One	consequence	of	a	negative	work	environment	may	be	the	results	for	tasks	delayed	or	
undone.	Findings	in	the	present	study	are	comparable	to	a	recent	UK	study	where	86%	of	
respondents	reported	at	least	one	care	activity	not	done	on	their	last	shift	due	to	lack	of	time	
(Ball	et	al.	2013).	Despite	the	increase	in	full-time	employees,	there	was	also	a	5%	decrease	in	
RNs	accompanied	by	a	corresponding	increase	in	enrolled	(i.e.	level	2)	nurses.	This	change	in	
skillmix,	albeit	small,	still	equates	to	an	increased	level	of	responsibility	and	workload	for	RNs,	
and	may	be	a	contributing	factor	in	the	increased	number	of	tasks	delayed.	That	study	also	
found	that	a	lower	nurse	to	patient	ratio	and	a	higher	RN	staff	level	related	to	fewer	tasks	being	
missed.	Other	work	has	indicated	that	care	tasks	are	more	likely	to	be	left	undone	in	wards	with	
a	lower	quality	work	environment	(Ausserhofer	et	al.	2014a),	further	supporting	the	idea	that	
the	corresponding	decline	in	quality	of	practice	environment	over	the	duration	of	the	present	
study	may	also	contribute	to	the	increase	in	tasks	delayed.	
It	is	interesting	to	note	the	change	in	employment	status	over	time,	with	an	increase	in	full-time	
employment	and	a	reduction	in	part-time	and	casual	employment.	This	change	may	have	
contributed	to	the	increase	in	job	satisfaction	through	more	consistent	staffing,	where	there	is	
increased	opportunity	for	interaction,	continuity	of	care	for	patients	and	a	familiarity	of	
colleague	skills	and	strengths,	making	for	a	more	consistent	workplace	(Siow	et	al.	2012,	Cabana	
&	Jee	2004).	Alternatively,	the	increase	in	full-time	employment	may	be	attributed	to	RNs	
working	additional	hours	and	the	re-entry	of	many	RNs	back	into	the	workforce	following	the	
GFC	in	2007-2009	(Auerbach	et	al.	2013).	Consistency	of	staff	and	the	presence	of	more	full-
time	employees	can	assist	in	creating	a	more	stable	work	environment,	where	skill	and	
experience	can	be	better	utilized	and	nurse	unit	managers	given	the	opportunity	to	interact	and	
support	nursing	staff	(Duffield	et	al.	2009a,	Schmalenberg	&	Kramer	2009).	Unit	instability	
notwithstanding,	front	line	nurse	managers	have	an	opportunity	with	greater	numbers	of	full	
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time	nurses	to	improve	continuity	of	patient	care	through	scheduling	and	models	of	care,	to	
enhance	patient	outcomes	(Siow	et	al.	2012).	
As	poignantly	noted	in	a	recent	article	(Beglinger	2014),	best	practice	and	established	standards	
exist	for	patient	care.	These	practices	are	mandated	and	adhered	to	as	they	have	been	built	on	
evidence	and	knowledge	gathered	over	time.	In	contrast,	a	large	body	of	evidence	exists	
concerning	safe	staffing,	skillmix,	and	the	importance	of	a	positive	work	environment,	to	name	a	
few,	and	yet	it	is	often	overlooked	by	executive	decision	makers.	Workforce	research	addresses	
a	wide	range	of	topics	tied	to	the	care	and	safety	of	the	patient.	The	selective	adoption	of	some	
practices	over	others	despite	compelling	evidence	means	that	until	healthcare	executives	
address	this	gap,	avoidable	patient	risk	will	remain	(Beglinger	2014).		
Limitations		
The	use	of	cross-sectional	data	and	analysis	of	three	factors	of	interest	in	isolation	from	each	
other	prevents	the	conclusive	establishment	of	associations	between	factors	explored.	The	
relatively	low	response	rate	in	some	of	the	studies	is	also	an	issue	in	terms	of	generalizability.	
However,	similar	characteristics	were	evident	across	waves,	suggesting	reasonable	consistency.	
Respondents	were	asked	to	complete	only	one	survey	within	each	of	the	studies,	but	may	have	
completed	more	than	one	across	the	different	studies.	It	is	therefore	possible	that	there	is	a	mix	
of	initial	and	repeat	respondents	within	each	of	the	matched	hospitals.	As	there	is	no	unique	
nurse	identifier	across	the	studies,	the	scope,	and	therefore	the	potential	impact,	of	this	issue	is	
unknown.	Given	the	length	of	time	between	waves,	the	PES	and	other	items	analyzed	here	
provide	a	snapshot	for	each	wave	of	data	collection	that	is	unlikely	to	be	influenced	by	the	
number	of	initial	or	repeat	respondents.	
Conclusion	
Despite	a	decade	long	shortage	of	nurses,	when	ensuring	a	positive	work	environment	for	
nurses	to	enhance	retention	should	have	been	a	priority,	this	does	not	appear	to	have	been	the	
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case.	Nurses	over	this	decade	have	indicated	that	the	environment	in	which	they	are	working	is	
less	positive.	As	workforce	shortages	have	eased,	these	findings	do	not	bode	well	for	institutions	
that	now	may	have	less	difficulty	in	attracting	staff.	However,	retention	of	these	staff	in	a	work	
environment	perceived	to	be	less	than	ideal	will	be	problematic	as	the	broader	economy	
improves,	potentially	leading	to	another	cycle	of	workforce	shortages.	A	key	aspect	is	the	role	
played	by	the	executive	and	nursing	leadership	teams,	as	they	are	responsible	for	determining	
the	strategic	direction	and	‘climate’	of	the	organisation	they	lead,	and	play	a	major	role	in	
determining	the	level	of	unit	instability.	Future	research	must	examine	the	impact	executive	
‘churn’	has	on	instability,	staff	and	patient	outcomes.	When	the	broader	economic	environment	
changes	and	nurses	again	find	it	easier	to	obtain	employment	elsewhere,	institutions	with	less	
than	ideal	practice	environments	will	find	it	difficult	to	attract	and	retain	staff,	with	potentially	
serious	consequences	for	the	quality	of	patient	care.	
Implications	for	Nursing	Management	
The	findings	of	this	study	indicate	that	over	the	last	decade	there	has	been	decline	in	the	quality	
of	the	nurse	practice	environment,	together	with	increased	instability.	There	is	no	more	
fundamental	role	for	managers	than	ensuring	that	nurses	feel	their	workplace	is	positive,	that	
they	are	included	in	decision-making,	are	respected	by	their	medical	colleagues,	and,	crucially,	
are	able	to	provide	quality	patient	care.	Nurses	expect	to	be	led	by	capable	and	competent	
leaders	and	managers	who	represent	their	interests	to	non-nurse	executives.	Key	leadership	
behaviors	that	contribute	to	a	more	positive	practice	environment	will	include	advocating	for	
appropriate	staffing	and	resources,	being	visible	to	inspire	and	motivate	staff,	providing	positive	
feedback	and	appreciation,	setting	high	standards	of	care,	promoting	engagement	by	nurses	in	
the	operation	of	the	hospital,	facilitating	continuity	of	care,	and	fostering	clear	and	meaningful	
communication.	The	evidence	from	this	and	other	studies	suggests	that	these	actions	will	
improve	the	work	environment	and	have	an	impact	on	quality	of	care	such	as	reducing	the	rate	
of	incomplete	or	delayed	tasks.	Front	line	managers	and	executives	need	to	apply	the	existing	
evidence	to	improve	work	environments	and	to	manage	instability,	while	being	aware	that	the	
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specific	application	of	the	evidence	will	vary	with	the	particular	practice	environment	issues	
within	each	ward	or	hospital.	
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